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Introduction 
The incidence of renal artery aneurysms (RAA) is 
1% among patients undergoing renal angiography. ~ 
Intrarenal artery aneurysms (IRAA) are the least fre- 
quent among the diverse types of RAAs. 2 These are 
often small, multiple and bilateral. Diagnosis is often 
made during investigation of hypertension in a 
younger patient. 3 A large and solitary IRAA of 
unknown aetiology in an older patient is seldom re- 
ported in literature. 
Case Report 
A 70-year-old normotensive and previously healthy 
female was admitted to a local hospital with a tem- 
perature of 38°C, nausea, vomiting and pain in the 
right side of the abdomen and right lower thorax. The 
urine, liver and renal analyses were normal. The C- 
reactive protein level was 17 times tile normal value, 
and she had a leukocytosis. Chest X-ray revealed right 
lower lobe pneumonia. Ultrasound examination, to 
exclude cholecystitis, revealed a 3.5 cm cavity with an 
arterial flow signal situated in the hilum of the right 
kidney. Computed tomography (CT) verified an IRAA 
and she was transferred to the department ofvascular 
services. On arrival her BP was 110/60, temperature 
38.5°C, and she was tender in the right lumbar region. 
* Please address all correspondence to: A. H. Tareen, Vascular 
Surgery RK, Rigshospitalet 3111, Blegdamesvej 9, 2100 Copenhagen, 
Denmark. 
Renographically, the function of the right kidney was 
reduced to 32%. Digital subtraction angiography 
showed that the IRAA received its blood supply from 
an upper polar segmental branch (Fig. 1). 
Ampicillin and gentamycin were instituted initially, 
but were replaced by penicillin after pneumococcus 
was given in blood cultures. This resulted in nor- 
malisation of temperature within 3 days. On the fifth 
day she complained of intense right lumbar pain and 
a repeat CT revealed expansion of the aneurysm to 
5.5 cm. Trans-catheter-coil-embolisation was carried 
out, which resulted in total occlusion of the blood 
supply to the aneurysm and infarction of the upper 
half of the kidney (Fig. 2). In spite of this, there were 
no episodes of renal colic, hypertension orhaematuria 
after the procedure. Control renography revealed a 
further reduction of right renal function to 14%. At 
5 weeks' follow-up a totally occluded and partially 
calcified aneurysm was seen on Doppler. The patient 
was normotensive and in a good state of health. 
Discussion 
Hypertension secondary to stenosis of the renal artery 
is the most common initial symptom of extra renal 
aneurysms. 2"4 For IRAA the initial symptom is usually 
haematuria. Lumbar pain, as in our case, is most 
probably due to pressure from the aneurysm upon 
the right renal pelvis resulting in outflow obstruction 
(Fig. 1). The risk of rupture in RAA is unknown, but 
a number of series have shown that the risk of rupture 
for RAA under 2 cm in size is negligible and does not 
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Fig. 1. Angiogram after selective catheterisation f the right renal artery showing a 5.5 cm large solitary aneurysrn located inside the renal 
hilum receiving its blood supply from a segmental renal arterial branch. Hydronephrosis i  due to compression of the renal pelvis by the 
partially thrombosed aneurysm. 
affect long-term survival. Thus, the current trend is 
to restrict surgery to those patients with expanding 
aneurysm, intractable hypertension, haematuria, renal 
infarction secondary to microembolisation a d when 
there is an increased risk of rupture such as in pregnant 
females or in women expecting to conceive in the 
future.l,5, 6 
For multiple, bilateral and symptomatic IRAAs, as 
in polyarteritis nodosa, the only alternative to open 
surgery is treatment with steroids, cyclophosphamide 
and antihypertensive medicines,  For a solitary and 
symptomatic IRAA, embolisation of the feeding artery 
is an attractive alternative to partial nephrectomy, 
because it allows maximal preservation of the renal 
parenchyma with minimal morbidity. 
Fig. 2. Selective renal angiograrn obtained 30 min after trans-catheter 
coil embolisation, showing exclusion of the aneurysm and the upper 
polar branch. 
References 
1 TItAM G, EKELUND L, HERRLIN K, LINDSTEDT EL, OLIN T, BERGENTZ 
SE. Renal artery aneurysms. Natural history and prognosis. Ann 
Surg 1983; 3: 348-352. 
2 PotrrAss~ EF. Renal artery aneurysms. J Urol 1975; 4: 443-449. 
3 UYAMA H, SHIIKI t-I, WATANABE % DOttI K. A case of polyarteritis 
nodosa presenting with multiple intrarenal aneurysms and ac- 
celerated hypertension. Nippon Jinzo Gakkai Shi 1995; 1: 57-61. 
Eur J Vasc Endovasc Surg Vol 14, September 1997 
Intrarenal Aneurysm 223 
4 LACOMBE M. Aneurysms of the renal artery. Personal experience 
in 101 cases: les anevrismes de l'artere renale. Experience per- 
sonnelle de 101 cas. Chirurgie 1989; 1: 28-33. 
5 HAGEMAN JH, SMITH RF, SZILAGYI E, ELLIOTT JPTI. Aneurysms of 
the renal artery: problems of prognosis and surgical management. 
Surgery 1978; 84: 563-572. 
6 HENRIKSSON C, BJORKERUD S, NILSON AE, PETTERSSON STI. Nat- 
ural history of renal artery aneurysm elucidated by repeated 
angiography and pathoanatomical studies. Eur UroI 1985; 11: 
244-248. 
Accepted 18 September 1996 
Eur J Vasc Endovasc Surg Vol 14, September 1997 
